Introduction: There are increased opportunities for public health practitioners (PHPs) in England to shape alcohol availability and reduce harms through a statutory role in licensing processes in local government. However, how public health can effectively influence alcohol licence decision-making is little understood.
Introduction
Through alcohol licensing, local authorities (LAs) in England can shape alcohol environments in their local area. International evidence demonstrates that regulating the availability and accessibility of alcohol-for example through licensing-can reduce both alcohol consumption 1 and associated health and social harms. [2] [3] [4] [5] [6] The recognition in 2011 of a statutory licensing role for health authorities 7 and the 2013 reorganisation of public health into local government 8 in England provided opportunities for public health to engage directly with the alcohol licensing process and potentially shape local alcohol environments. 9, 10 However, the experiences of public health practitioners (PHPs) trying to influence licensing decision-making through this role remain underexplored. This paper describes the results from a mixed methods study of PHPs' contributions to alcohol licensing processes, highlighting perceptions of how to strengthen the public health role.
The Licensing Act 2003 for England and Wales 7 designated a range of LA actors as 'responsible authorities' (RAs) with a right to comment on the applications for new licences to sell alcohol, as well as reviews of existing licences. Under the act, RAs (now including Directors of Public Health) can make 'representations' (objections) to demonstrate if a proposed or existing licensed premises undermines one or more of the four licensing objectives: (i) prevention of crime and disorder, (ii) protection of public safety, (iii) prevention of public nuisance and (iv) protection of children from harm. A representation may recommend restrictions on how or when alcohol can be sold, or recommend refusal or revocation of a licence. If an agreement between RAs and licence applicants/holders cannot be reached, the representation(s) are considered at a hearing by the LA's licensing subcommittee, comprising locally elected councillors. They may decide to grant, refuse or revoke a licence, or impose conditions upon the premises and the sale of alcohol.
There are also opportunities for public health to engage with other LA stakeholders to shape local alcohol policy, such as an LA's Statement of Licensing Policy (SLP), or cumulative impact policies designed to restrict new licences or variations in areas of high outlet density. [11] [12] [13] [14] [15] Evidence indicates that restricting hours of sale, and policies to reduce the density of outlets are two key alcohol regulation levers at the local level, associated with reductions in alcohol-related hospitalisations, 3, 4 road traffic accidents and injury, 2 violent and sexual crimes 3 and antisocial behaviour.
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However, as none of the four licensing objectives explicitly addresses health, PHPs must frame their representations against non-health objectives. The challenges of this have been acknowledged, 16, 17 recognising that without a health licensing objective, PHPs face addressing alcoholrelated harms through licensing without clear legal authority.
14 A fifth licensing objective-to protect and promote public health-was introduced in Scotland in 2005 and has been debated in England and Wales, 10, 18 though currently there is little political support for it. 19 In Scotland, this objective has provided opportunities for public health to influence local alcohol policies. 20 However, recent research has highlighted difficulties operationalising the objective on individual licence applications. 20, 21 It is important to understand more about how PHPs undertake the role of 'responsible authority' under the current England and Wales legislation, to explore the challenges currently faced by practitioners and to identify the mechanisms-legislative or otherwise-to strengthen their contributions to local alcohol decision-making. By investigating how a (hypothetical) health licensing objective might affect public heath's contribution to licensing work in England, we sought to explore the range of factors that shape PHPs' influence on alcohol licensing decision-making.
Aim
This paper describes the perceptions from a range of stakeholders on how to strengthen the position and practice of public health in alcohol licensing, both with and without changes to the current legislation.
Methods

Study design and context
This paper draws from a multicomponent study comprising mixed qualitative and quantitative methods, conducted between September 2016 and October 2017, which explored the range of influences on PHPs' alcohol licensing work across LAs in Greater London. This paper describes the findings from a survey and focus group discussions (FGDs) conducted as a part of the broader study; for full detail of the methods for all components of the broader study please, see Additional File 1.
Methods and sample-survey
The survey aimed to capture information about PHPs' licensing work. Concerted efforts were made to identify the relevant (single) PHP working on alcohol in all 33 Greater London LAs, although this was only possible in 28 LAs. An invitation to participate and a link to an online questionnaire were sent directly to named contacts in the 28 LAs, with reminders where necessary. The questionnaire took around 15 min to complete and included questions on the amount of alcohol licensing work undertaken, the frequency of actions taken on applications and the resources used to justify representations. Participants were also asked to rate their perceived influence on the outcomes of applications. See Additional File 2 for full questionnaire.
Methods and sample-FGDs
Four FGDs were conducted to explore perceptions of the public health licensing role. Two FGDs were conducted with London PHPs identified through convenience sampling, using existing contacts to invite practitioners involved in alcohol to participate. A third FGD was conducted with a set of RA practitioners at one London LA, selected purposively for their existing engagement as a group. A fourth FGD was conducted with members of a UK network of alcohol licensing stakeholders to capture other perspectives on the public health role.
The FGDs comprised discussion about the role of PH in alcohol licensing and how it can be strengthened and the discussion of three constructed licensing scenarios, including how a (hypothetical) health licensing objective might shape their actions. The discussions were audio-recorded and transcribed verbatim, and notes were taken to record non-verbal communication.
Analysis
The data from the survey were downloaded to Excel for the analysis of responses. Results from the survey analysis are presented as descriptive statistics.
The FGD transcripts were uploaded to NVivo 11 software and analysed according to principles of thematic analysis. Initial, inductive, open coding was conducted by two researchers (JR and MM) working on one transcript each to identify broad areas of interest. The initial coding structures were then merged and groups of codes developed through discussion between the coders, before being applied to the subsequent transcripts. Further discussion between the coders supported the development of themes relevant to the research question. Final interpretation of the themes and survey data was supported by the other authors.
Ethics
Approval for this study was granted by the ethics committee of London School of Hygiene & Tropical Medicine (reference 11 770). Information about the study was given to all potential participants in advance of the consent process. Written consent was sought from each FGD participant and survey participants were asked to confirm they understood that completing the questionnaire indicated their consent.
Results
Participants
From the 28 London LAs in which a named contact for public health licensing work could be found, the questionnaire was completed by PHPs from 18 LAs (18 respondents in total), a response rate of 64% (54% of all London LAs). Across the four FGDs, there were a total of 36 participants, and the FGDs lasted between 74 and 114 min, with an average of 91 min. See Table 1 for a summary of the participants in the survey and FGDs.
Key survey results and themes
The survey responses highlighted a varied picture of PHPs' licensing work (see Table 2 ). The median number of licence applications received by PHPs each month was 10 to 15, and the median number of hours spent per week on licensing by PHPs was 0-2 h, but two participants reported 6 h or more. More than half (10/18) of the PHPs stated they occasionally, often or always do not have capacity to act on alcohol licence applications. The survey results complemented key perceptions arising from the FGDs and are synthesised below according to three themes: (i) the status of public health in the licensing process, (ii) the strengths and weaknesses of the (public health) population perspective and (iii) skills, resources and capacity to contribute. Short quotations from the FGDs are given within the text, and longer quotations are presented in Table 3 .
The status of public health in the licensing process A key perception emerged of public health as a 'poor relation' in the licensing process, compared with other, more established RAs. PHPs described challenges making representations against licence applications; many felt they cannot 'go it alone' and their objections only carry weight with the licensing subcommittee if representations are also made by other RAs. This was reflected in the survey: a third of respondents would not make a representation if they knew no other RAs were making representations. A few practitioners described being 'left out of the loop' of the licensing process, for example, not being invited to meetings with other RAs or not receiving applications routinely.
When discussing a (hypothetical) health licensing objective, PHPs asserted that it would raise the 'profile' of public health in the licensing process. Some felt the objective would increase understanding of public health perspectives among licensing subcommittee members, helping PHPs to make representations alone. Other RAs in FGD 03, however, were very positive about the current contribution of public health, stating it gives their own representations 'additional strength'. There were a few accounts of how the position of public health had improved over time; one PHP described developing 'good working relationships' with other RAs, and now feel they are 'genuine' partners in the process. Survey results also conveyed perceptions of some level of influence: 13 out of 18 respondents reported they were 'quite influential' (although the sample likely reflects public health teams that are more active in alcohol licensing work).
Close working with other RAs, for example, by attending regular meetings, co-located working and establishing personal connections, appeared important. Almost all survey respondents (17/18) stated that they considered working with other RAs to be 'important' for licensing work (Table 2) , and of the respondents who regularly attend RA meetings (n = 8), all felt they were 'quite influential' in the licensing process. In contrast, of those who do not have or attend regular RA meetings (n = 10), only half felt they were 'quite influential'. A few FGD participants indicated that a health licensing objective might negatively impact on the 'partnership building' process between public health and other RAs, if public health were to make representations only against the health objective, engaging less with other RAs.
Strengths and weaknesses of the population perspective Concerns were articulated over the perceived relevance of public health data for justifying representations, reflecting a common perception that population-level data on health harms would not have the geographical specificity expected by licensing subcommittees as it could not be directly linked to individual premises. Practitioners described occasions when their representations had been challenged in hearings, for example, by an applicant's solicitor. As such, some practitioners felt they could only describe the broader 'context' of alcohol harms rather than comment on how a specific premises might contribute to these harms.
Some PHPs felt a health licensing objective might enable them to present a more 'holistic argument' and draw on different sources of data to justify their representations, implying less need to be geographically specific. However, other stakeholders questioned this assumption, stating that a fifth objective would not change the expectation that evidence be 'relevant' to a premises. There were also different interpretations of whether, under the Licensing Act, representations must draw only on premises-specific data. One stakeholder stated it is 'impossible' not to think of a premises within its local context.
There was a clear narrative that the contextual perspective offered by public health can be valuable for 'setting an areawide agenda', contributing to broader policymaking on alcohol licensing, such as the SLP or cumulative impact policies. A few PHPs described having a 'big role' in shaping cumulative impact policies, and in FGD 03 there was an agreement that the 'strength' of the council's SLP was, in turn, valuable for supporting public health's representations. In the survey, more respondents prioritised broader alcohol policymaking and strategically positioning public health than acting on individual licences (Table 2) .
Skills, resources and capacity
While PHPs' skills in accessing and analysing different data sources were recognised, their communication of evidence in representations and hearings was not always considered effective. Some PHPs stated they have to work hard to convince licensing subcommittee members of the validity of their data. Other stakeholders suggested that PHPs could make their evidence more 'committee friendly' and accessible to non-specialists, to avoid undermining their arguments. Many PHPs indicated they would welcome templates for recommending conditions or justifying representations and stated that they would like opportunities to learn 'best practice' from one another. 
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The capacity for licensing work among PHPs was also identified as a concern. From the survey, the reported hours per week, number of applications and capacity to take action were varied across the sample (see Table 2 ). In the FGDs, some participants implied that the licensing workload sometimes meant they were forced to prioritise certain types of application (for example, reviews) or only give responses when specifically asked by other RAs. Staffing cuts and turnover within public health teams were also identified as threatening the 'institutional knowledge' required to understand the licensing process, and the survey indicated a majority of respondents (11/18) had been doing licensing work for 12 months or less.
Some PHPs indicated a health licensing objective might 'compel' LAs to allocate more resources to support public health's licensing work, including investing in health data sources. However, there were also fears that the objective would mean a greater imperative for public health to act on applications, which might require 'a lot more work' of PHPs. '…if we ask public health why don't they sort of, you know, take the initiative a bit more… one of the first things they say is, well we're often told when we get to the hearing with the representation we're told, why weren't the police interested, you know, if the police aren't bothered about it is it really a problem? And… they feel unwelcome, they don't feel like they're a true partner around the table.' 
Discussion
Main findings of this study This paper described the perceptions of the role of public health in alcohol licensing and how to strengthen it, from a range of stakeholders working (predominantly) in LAs in London. From a survey and four FGDs, the results indicate weaknesses in the current public health position and influence over alcohol licensing decisions. These include a felt lack of status and recognition of the value of public health compared with other RAs; challenges faced by PHPs in applying area-level data to individual licence applications; weaknesses in communicating evidence to other stakeholders and a lack of resources to support full engagement in the licensing process.
Perceptions of how to strengthen the public health contribution focused both on legislation, in the form of a health licensing objective, and on other, non-legislative measures. PHPs envisaged a health objective helping improve recognition of the public health contribution, lending 'authority' to their role.
14 They also felt it might lead to increased resourcing to support this public health function within LAs and enable the use of different sources of data, including population-level data, to support representations. However, the limitations of a health licensing objective were also recognised, by PH practitioners and other stakeholders, including not removing the need for data to be relevant (if not specific) to individual premises and even undermining partnership working with other RAs if public health focus only on the health objective.
Other mechanisms identified for strengthening the public health contribution included fostering engagement between public health and other RAs (e.g., through regular meetings or co-located working), to support representations and share public health perspectives. This was considered valuable for influencing broader licensing policy, and in turn, for supporting PHPs' own representations. PHPs also requested opportunities to share best licensing practice across the profession and mechanisms to retain 'institutional knowledge' of the licensing process within changing public health teams. Finally, other stakeholders recommended development of PHPs' skills in communicating their evidence effectively to non-specialist audiences (e.g., licensing subcommittee members).
What is already known on this topic
It is well evidenced that mechanisms to limit the availability and accessibility of alcohol are among the most effective for reducing alcohol-related health harms at the population level. 2, 5, 6, 12 However, the uncertainty of the public health position in alcohol licensing within LAs in England has also been recognised, given the lack of legal licensing objective relating to health.
14 In Scotland, the addition of a health licensing objective has influenced local statements of alcohol policy, 20 but challenges remain around how public health can act effectively on individual licences. 21 Currently, there appears little political appetite for establishing a fifth, health licensing objective in England, 18 and with continuing cuts to local government budgets, 22 resources to support public health licensing work remain limited, and in competition with other public health priorities. 23 
What this study adds
This study adds understanding of the challenges and opportunities faced by PHPs involved in alcohol licensing in London, from a range of perspectives, with insights that are potentially relevant beyond the London context. It demonstrates varied capacity and perceived levels of success among PHPs to influence licensing, felt (by some) to relate to the absence of a health licensing objective. It also highlights the range of mechanisms that might be employed to strengthen public heath contributions to alcohol licensing without legislative change, including increasing engagement with other RAs, contributing to broader licensing policy within LAs, improving communication of evidence to non-specialist audiences and promoting opportunities for shared learning among PHPs.
Limitations of this study
This study focused predominantly on the experiences of PHPs from LAs in Greater London, which potentially limits generalisation of the results to other types of LA across England and Wales. However, insights are potentially transferable to other settings due to the similarity of licensing structures across LAs, and due to the variety of London boroughs reflected in the sample, in terms of demographics, size of night-time economy and council politics. The survey sample was too small to enable tests of statistical significance and was likely biased towards public health teams more active in alcohol licensing work. However, the difficulties faced in identifying the PHPs doing alcohol licensing work in some LAs suggest that there are widespread challenges faced in resourcing any alcohol licensing work in some public health teams. This indicates even more powerfully the need for actions to strengthen this work.
Conclusions
This study has made recommendations for strengthening public health contributions to licensing work that reflect current political and resources constraints: increase engagement between public health and other RAs; contribute to broader licensing policy within LAs; improve communication of evidence in representations and identify opportunities for shared learning among PHPs. Further research is needed, however, to consider the most effective allocation of public health time and resources to licensing work alongside other programmes for reducing alcohol harms.
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